The revised World Health Organization International Classification of Impairments, Disabilities and Handicaps (WHO ICIDH-2) introduces the concept of context as an important aspect of the description of any ill person. The contextual domains are introduced: personal, physical and social. It is possible to divide each level and context of the WHO ICIDH-2 into subjective and objective components (see Figure 1 ). The term personal context probably refers to the experiences of an individual (which are objective) and their resultant expectations, beliefs, goals and aspirations (which are subjective). This editorial explores the importance of one aspect of the subjective component of personal context in understanding and treating patients with a disability (or alteration in activities, to use the less economic 'new' term).
The focus of rehabilitation is the patient's activities, their behaviour. Traditionally a rather mechanistic approach has been used, reflected in the phrases 'physical medicine' and 'young physically disabled'. This approach concentrates on the obvious, usually visible obstacles to greater independence such as impairments (pain, weakness, loss of joint mobility) and environmental factors such as steps and inappropriate cutlery. It pays less attention to the psychological aspects of illness and disability.
However behaviour is influenced by many factors beyond obvious physical constraints. The figure is an attempt to summarize the many variables that may affect disability. The figure is derived from the WHO ICIDH-2 model. It has the three levels of pathology, impairment and participation, shown above the fourth level of activities. The figure also shows the three contextual domains (personal, physical, social) below the level of activities. Further, the levels and contexts have been split into those that are externally observable (objective) and those that are internal to the person (subjective). Only some of the potential interactions are shown. In this figure the impairments may be considered as obstacles or hindrances that may, in some people, constrain behaviour and thus cause disability. This editorial focuses on the box with double lines around it which represents the subjective aspects of personal context.
There are two aspects of personal context that may be important: goals (or aspirations) and beliefs. As has been shown in other reviews, identifying and agreeing goals with the patient is of great importance in successful rehabilitation. 1, 2 It is unwise ever to assume that the patient has any particular goals, and a method of formal goal identification and goal setting 3,4 is central to effective rehabilitation. This editorial will not consider the importance of goals in genesis of disability and in the process of rehabilitation any further.
The patient's beliefs are a second contextual factor that might impact upon disability in many ways. Further, it is one that may not be given enough attention in the rehabilitation process and it may not have been researched enough.
Belief in the context of illness may be considered to encompasses two separate concepts. The first relates to the patient's own explanation and understanding of their illness, and the second relates to their expectations of the future, particularly of treatment. These beliefs may themselves arise from many sources such as: previous experience of illness; family experience of illness; local cultural expectations and beliefs; information obtained from respected sources, etc. For example, many patients now search the Internet, fondly believing that anything found must be true. (At least one of my patients believed that 
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Editorial 117 everything on the Internet was reviewed and censored before publication!) Their beliefs and expectations may be altered radically by information they obtain or are given.
Rehabilitation staff should realize that their own general beliefs may differ markedly from those of their patients (and even from those of their colleagues). For example in the USA 25% of a population sample believed in telepathy and one in seven believed that they had seen an unidentified flying object. 5 It is highly likely that almost all patients have beliefs about their disease and its causation, about medical and other treatments, and about ways of helping themselves that are not congruent with the beliefs of the health care professionals.
We ignore the beliefs of our patients at our peril. Belief is a major determinant of behaviour. At its extreme, martyrs will die purely on the basis of their belief. More mundanely, many people will use irrational methods to place bets, in the belief that their way is lucky. In illness, it is possible that abnormal illness behaviour follows from a belief system, and it is certain that patients with paranoid delusions (i.e. beliefs) will ultimately kill on the basis of their beliefs.
The importance of the beliefs of patients in the understanding and genesis of illness and disability has been confirmed in various studies. A recent study in seventy-one patients with rheumatoid arthritis found that belief in the adverse consequences of the disease process was associated with more outpatient clinic visits, more anxiety, and more tiredness. 6 The authors concluded that the patient's perception of the illness was an independent factor contributing to the health outcome. In patients who present with 'nonorganic' disability, two of the four major factors determining the existence of the disability are a belief that they have a serious disease and an expectation that the condition will worsen. 7 In patients with chronic pain, the patient's belief in their ability to control pain was a major factor in determining disability due to the pain. 8 In patients being treated for painful osteo-arthritis of the knee, changes in belief were one of two factors associated with improved stair climbing. 9 Symptoms experienced after mild head injury may arise secondary to expectation. 10 It is also possible that expectation (of financial gain) may underlie the symptoms experienced by people after whiplash, 11 although this is debated hotly (and is arguably related to objective aspects of the domain of social context).
Intervening to alter belief may be effective. A pilot study in patients with rheumatoid arthritis of a management programme that included self-efficacy enhancement found reductions in disability and co-incident improvements in selfefficacy. 12 In conclusion, this brief, nonsystematic and selective review of the evidence suggests that the nature of a patient's beliefs and expectations can influence the extent and nature of disability, and indeed may on occasion be the primary cause. It also suggests that intervention to alter belief (often described as self-efficacy) may be effective. Through introducing the concept of personal context, the revised WHO ICIDH-2 may lead to more change in rehabilitation practice than anticipated.
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